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Orthopedist, Anesthesiologist to Speak at 
Southwestern Association Meeting 


Dr. Boyd 


Dr. Harold B. Boyd of Memphis, Tenn., 
and Dr. M. Digby Leigh of Los Angeles will 
be two of the speakers who will address 
members of the Southwestern Medical Asso- 
ciation at their annual meeting in E] Paso, 
Texas, November 17, 18 and 19. 

Dr. Boyd is Associate Professor of Ortho- 
pedic Surgery at the University of Tennes- 
see School of Medicine and immediate Past 
President of: the American Academy of 
Orthopedic Surgeons. He is a member of the 
Staff of the Campbell Clinic and a Fellow 
of the American College of Surgeons. His 
subjects have not yet been announced. 

Dr. Leigh is Chief of Anesthesiology at the 
Vancouver General Hospital in Vancouver, 
B. C. He is a Diplomate of the American 
Board of Anesthesiology and co-author of a 
book entitled “Pediatric Anesthesia.” His 
subjects are “Pediatric Anesthesia,” “Anes- 
thetic Accidents” and “Preparation of the 
Pediatric Patient for Surgery.” 

_Other speakers scheduled for the meeting 
will deliver papers on subjects in the fields 
of Surgery, Gynecology, Obstetrics, Opthal- 
mology, Otolaryngology, Internal Medicine, 
and Dermatology. 


Dr. Leigh 


Dr. Jerome W. Shilling, Medical Director 
of the Pacific Telephone and Telegraph Co., 
in Los Angeles, will speak on industrial medi- 
cine. Mac F. Cahal, Executive Secretary and 
General Counsel of the American Academy 
of General Practice, will talk on public re- 
lations. 


Headquarters for the meetings and scien- 
tific exhibits will be in the. Hotel Paso Del 
Norte. The Academy of General Practice 
and Special Sections will meet on Wednesday, 
November 17, with the General Meeting 
Thursday and Friday, November 18 and 19. 


Mrs. Newton Walker, general chairman 
of the woman’s committee for the meetings, 
has announced that on the afternoon of Nov- 
ember 17 there will be a tea for wives of 
physicians. At 10:30 a. m. the following day 
there will be a coffee and special Christmas 
show entitled “What Do You Want for 
Christmas” at the Popular Dry Goods Co. 
A luncheon will be held that day in the Span- 
ish Ballroom of the Hilton Hotel. Shopping 
tours of Juarez will be arranged. 


Dr. Maynard S. Hart of El Paso is chair- 
man of the convention committee. 
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New Mexico Delegates Recommend on Health Insurance Policies 
ROSWELL SELECTED FOR 1956 MEETING | 


At the May meeting of the House of Dele- 
gates of the New Mexico Medical Society, 
there was created a special committee to 
investigate the health insurance problems of 
New Mexico. This committee was directed 
to hear the interested parties and to report 
back to the House of Delegates during August 
of 1954, with its recommendations as to 
which, if any, health insurance plans in New 
Mexico should be given the approval of the 
State Society. 

The President, Dr. John F. Conway, with 
the advice and consent of the nominating 
committee of the State Society, appointed 
the following committee to investigate the 
health insurance problems: 


R. V. Seligman, M. D., Chairman, 
Albuquerque 

Wendell Peacock, M. D.. Farmington 

Frederic E. Cressman, M. D., Artesia 

A. D. Maddox. M. D., Las Cruces 

Frank W. Parker, M. D., Gallup 


The committee employed the services of 
William Sloan as legal counsel, and Clay 
Pooler, as insurance counsel. 

The special session of the House of Dele- 
gates which was called specifically to receive 
the report of the Investigating Committee, 
met in the La Fonda Hotel, Santa Fe. 

The committee made eight recommen- 
dations to the House of Delegates. All of the 
committee’s recommendations were approved 
by the house, with the additional recommen- 
dation which was made from the floor of 
the house, that: 

“The New Mexico Medical Society whole- 
heartedly support New Mexico Physicians’ 
Service, and encourages all of the members 
of the Society to become professional mem- 
bers of New Mexico Physicians’ Service and 
that everyone take an active part in encour- 
aging the doctor’s patients to participate in 
the plan.” 

The Committee’s recommendations to the 
House were: 


1. That the Society should regard the 
approval or disapproval of medical and 
surgical insurance plans as a matter 
of grave concern, and should give 
thorough investigation and consider- 
ation to requests for such approval. 

2. That the request of Surgical Service, 
Inc., as it now exists, for approval 
by New Mexico Medical Society, be 
denied. 

3. That New Mexico Physicians’ Service 
be approved by the Society, and that 


the present and former members of 

the board of trustees thereof are to be 

commended for their service to the 

Society, and to the public in the con- 

duct of the affairs of the New Mexico 

Physicians’ Service since its founda- 

tion in 1946. 

4. That the members of the Board of 
New Mexico Physicians’ Service be 
appointed as a permanent insurance 
committee of the New Mexico Medical 
Society for the purposes of: 

(a) Serving in a supervisory capacity 
of all approved plans by the New 
Mexico Medical Society. 

(b) Recommending the approval or 
non-approval by the New Mexico 
Medical Society of medical and 
hospital insurance plans. 

(c) To accept and approve new pri- 
vate carriers of insurance to sell 
the New Mexico Physicians’ Ser- 
vice Plan of the New Mexico 
Medical Society. 


This recommendation was adopted by all 
the committee except the chairman, who ab- 
stained from voting. 


5. That the New Mexico Medical Society 
should continue to encourage private 
carriers to participate in the New 
Mexico Physicians’ Service Plan. 

6. That a special committee be appointed 
for the specific purpose of further 
exploring the possibility of an agree- 
ment or working agreement between 
the Hospital Service Plan of the Blue 
Cross and the Surgical Service Plan of 
the New Mexico Physicians’ Service. 

7. That the New Mexico Physicians’ Ser- 
vice be directed to review the form of 
policy written by its private insurance 
carriers, to ascertain whether or not 
it is possible to provide in the policies 
for reimbursement of extras on the 
basis of some multiple of the daily 
benefit, rather than by a fixed in- 
demnity as is provided in the present 
policy form. 

8. That the New Mexico Medical Society 
go on record as opposing any and all 
encroachments upon the traditional 
conduct of the practice of medicine by 
private medical practioners. 

The House of Delegates, while in session, 
accepted an invitation from the Chaves 
County Medical Society to hold the 1956 an- 
nual meeting of the State Society in Roswell. 
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A two-day symposium on Diseases of the 
Chest will be held by the El Paso Branch 
of the University of Texas Post-Graduate 
School of Medicine on October 17 and Nov- 
ember 7, Dr. Ralph Homan of El Paso, As- 
sistant Dean, has announced. Physicians 
from Arizona, New Mexico and West Texas 
are expected to attend. 

Both sessions will be held in the Turner 
Home of the E] Paso County Medical Society 
at 1301 Montana Street in El Paso. A fee 
of $20 will be charged for the symposium, 


October 17 


Anatomy and Physiology 


Dr. Gerald H. Jordan, El Paso 
8:00 - 8:50 


Fundamentals of Radiology 


Dr. Delphin von Briesen, El Paso 
9:00 - 9:50 


Laboratory Aids 


Dr. Maynard S. Hart, El] Paso 
10:00 - 10:50 


Chemo and Antibiotic Therapy 


Dr. Jack Postlewaite, E] Paso 
11:00 - 11:50 


Endoscopic Examination 


Dr. Haskell D. Hatfield, E] Paso 
1:30 - 2:15 


Trauma 


Dr. Leo Villareal, E] Paso 
2:30 - 3:15 


Tuberculosis 
Dr. Katherine H. K. Hsu, Houston 
3:30 - 5:00 


Doctors will be interested to note that on 
each Saturday night preceding the two ses- 
sions of the symposium there will be a college 
football game. On October 16, Texas Western 
College will play Trinity University. On 
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and applications with check for registration 
should be sent to the University of Texas, 
Post-Graduate School of Medicine, Texas 
Medical Center, Houston 25, Texas. A credit 
of 16 hours will be given for the symposium. 


Dr. Katherine H. K. Hsu of Houston, 
Texas, who is in charge of tuberculosis work 
being done by the City of Houston, and Dr. 
William D. Seybold, Houston, prominent 
chest surgeon, will be among the speakers. 


Speakers and their subjects are as follows: 


November 7 


Functional and Congenital Disease 


Dr. Robert B. Homan, Jr., El] Paso 
8:00 - 8:50 


Allergy 
Dr. Orville E. Egbert, El] Paso 
9: 750 


Non-Specific Infections 


Dr. Jack Bernard, El Paso 
10:00 - 10:50 


Specific Infections 


Dr. Frank C. Golding, E] Paso 
11:00 - 11:50 


Neoplastic Disease and Surgery of the Chest 


Dr. William D. Seybold, Houston 
1:30 - 3:00 


Therapeutic Review 


Dr. Branch Craige, E] Paso 
3:15-4:00 


Radiological Review 
Dr. Robert F. Boverie, E] Paso 
4:10-5:00 


November 6 Texas Western will meet Hardin- 
Simmons University. Game time for each is 
8 p.m. Doctors who would like to play golf 
on the Saturday afternoon preceding the 
meetings may contact Dr. Jack Bernard of 
E] Paso, who will make arrangements. 
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Miscellaneous Aphorisms and Memorabilia 
By ANDREW M. BaBey, M. D., LAS CRuCESs, N. M. 


1. “Several aspects of the syndrome of 
hypopituitarism could reasonably be consid- 
ered as manifestations of the secondary thy- 
roid dysfunction. These include the mental 
slowness and lack of interest, the physical 
sloth, the extreme sensitivity to cold, and the 
absence of sweating; symptoms which are 
characteristic of myxoedema. It is therefore 
very interesting that these particular aspects 
are influenced by cortisone, which is an 
adrenal hormone, but not by thyroid.” H. L. 
Sheehan and U. K. Summers, Brit. Med. 
Journal, March 27, 1954, p. 723. 


2. “The indications for subtotal hysterec- 
tomy are very few indeed, and in general 
the operation should be considered obsolete.” 
Alexander Brunschwig, J. A. M. A., April 17, 
1954, p. 1400. 


3. “Because of the supposed need for 
early diagnosis and treatment, chest radio- 
graphs and self-examination of the breast 
have been suggested as appropriate methods 
of detection. If recent experience is typical, 
however, by the time definite abnormality 
appears on the radiograph, most cases of 
pulmonary cancer have progressed too far 
for successful resection; and an apparently 
normal radiograph can be followed by death 
ng a year.” The Lancet, April 3, 1954, 
p. ‘ 


4. “Our basic approach may be wrong; 
the attempt to treat cancer as a local rather 
than a general disease may be as irrational 
as treating syphilis by excising the primary 
chancre.” The Lancet, April 3, 1954, p. 715. 


5. “For these reasons among others I 
have confined my subject to the threshold of 
age. At this critical time we may discern 
some special requirements: firstly, the wish 
to retain independence as long as possible; 
secondly, the need to feel of use as long as 
possible; thirdly, the need to be ready for 
retirement and adjusted to it long before the 
actual event.” James M. Mackintosh, The 
Lancet, May 15, 1954, p. 992. 


6. “At the other end we have the drab 
picture of a man who has made no prepar- 
ation, has no inward interests: his retirement 
leads to a desert of loneliness; he shrinks 
menially and even physically when the blow 
falls.” James M. Mackintosh, loc. cit., p. 992. 


7. “I always listen carefully to the man 
who says: ‘I am as good a man as ever I was,’ 


for that is one of the first symptoms of de- 
clining mental powers. The dear man has 
begun to whistle in the growing intellectual 
dusk.” James M. Mackintosh, loc. cit., p. 993. 


8. “For many people the end of the work- 
ing life means a serious loss of company. 
Stories are told of retired business men who 
go on catching the same morning train to 
town for the sake of meeting their friends. 
Loneliness, indeed, is one of the commonest 
hardships of age. Leading Article, The Lan- 
cet, May 15, 1954, p. 1019. 


9. “Poliomyelitis should be considered as 
contagious as measles, and as with that dis- 
ease, transmission is thought to be mainly 
by contact, such as by familial spread.” 
Philip M. Stimson: The Journal of Pedia- 
trics, June, 1954, p. 607. 


10. “The virus is present in the blood 
stream the last few days of the incubation 
period, even in patients who never develop 
recognizable polio. Viremia does not persist 
after the first day of fever.” Philip M. 
Stimson: loc. cit., p. 607. 


1l. “Twenty-four hours after the tem- 
perature has returned to normal, the patient 
may be considered noncontagious if living 
under proper sanitary conditions of sewage 
disposal.” Philip M. Stimson: loc. cit., p. 607. 


12. “It is probably common to be a healthy 
virus carrier, at least for a short time. A 
healthy carrier may have his equilibrium of 
resistance upset by a number of factors which 
can be divided into two groups. In the first 
group are factors that facilitate introduction 
of the virus into the body, such as the trauma 
of the nose and throat operations and of tooth 
extractions. In the second group are factors 
that increase the severity of an already estab- 
lished infection such as excessive fatigue or 
chilling, pre-existing infections such as of 
the respiratory tract, pregnancy, cortisone, 
local tissue insults such as certain inocula- 
tions, and, finally, perhaps high atmospheric 
temperatures, adulthood, and mental stress. 
Most of all, resistance probably depends upon 
the presence of neutralizing antibodies.” 
Philip M. Stimson: loc cit., p. 607. 


13. “Tremors of the hands when holding 
a glass of water at arms length may foretell 
oncoming weakness in an arm. Twitchings 
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of scattered muscle groups are not uncommon 
in early poliomyelitis.” Philip M. Stimson: 
loc. cit., p. 608. 


14. “In certain epidemics of polio, a 
normal spinal fluid can be obtained in 10 to 
15 per cent of the cases; hence, the main 
value of the examination of the spinal fluid 
in a suspected case of polio is to rule out 
the presence of septic meningitis. An abnor- 
mal fluid indicates only the presence of some 
irritation of the central nervous system, one 
which might be polio or something else. A 
normal spinal fluid does not rule out the 
diagnosis of acute polio.” Philip M. Stimson: 
loc. cit., p. 608. 


15. “A patient showing mild manifesta- 
tions suggestive of polio, but in no way sug- 
gestive of meningitis, may well be spared 
the ordeal of a lumbar puncture and spinal 
fluid examination.” Philip M. Stimson: loc. 
cit., p. 608. 


16. “If a person with a suspected case 
can kiss his knees, it is probably not polio- 
myelitis.” Philip M. Stimson: loc. cit., p. 608. 


17. “The muscles of accommodation of 
the eyes are practically invariably involved 
in a diphtheritic paralysis, but almost never 
involved in polio.” Philip M. Stimson: loc. 
cit., p. 609. 


18. “The most important measure of 
treatment in the acute stage is natural sleep. 
Artificial sleep, induced by sedation, is dan- 
gerous in acute cases, lest breathing diffi- 
culty develop. A polio patient with fever 
who is asleep should be awakened for noth- 
ing at all, neither rounds nor meals nor 
treatments, and particularly not to have his 
temperature taken or his face washed at 
5 A.M. The acutely ill patient should not be 
fatigued by undue treatments, examinations, 
or visitors. He should not be hurt. He should 
be calmed, sympathized with, helped to relax 
in mind and body. A mother should be en- 
couraged to read aloud to the patient; it helps 
to keep the child quiet, and the mother busy. 
Prone packs are very comforting.” Philip M. 
Stimson: loc. cit., p. 611. 


19. “I have much sympathy for the aged 
who are denied or who deny themselves the 
solace of barbiturates, through fear of addic- 
tion or some other injurious side effect. 
As the poet has said, “Sleep, it is a blessed 
thing,” and old folks are entitled to their 
share of it. Those who suffer from intrac- 
table insomnia should have 50 or 100 mg. of 
one of the quick-acting barbiturates every 
night, just as long as they need it — and 
that may be for a long time. To patients 
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who do not react well to barbiturates, chloral 
hydrate can be administered with excellent 
results.” Russell L. Cecil: Journal of the 
American Geriatrics Society, September 
1953, p. 606. 


20. “Then there is the elderly patient who 
grieves over his impotence to such an extent 
that he becomes a sexual neurasthenic and 
falls a prey to every new glandular extract. 
We hear much nowadays regarding the waste 
of penicillin; but isn’t the waste of testoste- 
rone almost comparable?” Russell L. Cecil: 
loc. cit., p. 608. 


21. “It is very difficult to control the gly- 
cosuria in a pregnant diabetic because these 
people have a reduction in the renal thresh- 
old, and while it may be of some help to ex- 
amine the urine for the amount of sugar that 
is lost, because they do lose sugar when the 
blood sugar is not high, about 130-140 mgm. 
per cent, this decrease in the renal threshold 
disappears after the pregnancy is over. The 
same is true in the thyrotoxic patient, and 
so one has to rely more on the well-planned 
taking of blood for analysis — I don’t mean 
just the fasting specimen, but if things are 
going along fairly well, a curve of the day’s 
blood sugar before each meal and at bed 
time.” (Garfield G. Duncan) Diabetes Panel 
Meeting: Bulletin of the N. Y. Academy of 
Medicine, November 1953, p. 872. 


22. “Fat atrophy with indentations of the 
skin — I have seen several patients in whom 
the only change made in the program was 
to tell them not to refrigerate the insulin 
that they were currently using. That does 
not correct all of them. We know that. We 
know that the drug addict gets the same sort 
of fat atrophy and indentations but I believe 
that 50 per cent in the diabetic are due to 
using cold insulin.” (Garfield G. Duncan) 
Diabetes Panel Meeting: loc. cit., p. 879. 


23. “It is not necessary to refrigerate a 
bottle of insulin which the patient is cur- 
rently using. There are only 400 or 800 units 
in the bottle. If the patient uses 40 units a 
day, or anywhere from 20 to 40 units, he will 
use up that bottle in 20 days. Unless he 
places the bottle in a very warm spot in the 
house or in direct sunlight, there will be very 
little change. The reason the wrappers indi- 
cate that insulin must be kept cold, is to get 
maximum effect unit for unit up to the expi- 
ration date on the wrapper.” (Frederick W. 
Williams) Diabetes Panel Meeting: loc. cit., 
p. 880. 


24. “To tell a husband that he is sub- 
fertile is a serious blow to his self-confidence, 


(Continued on Page 455) 
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Indications for Splenectomy 
By WALTER W. WOLLMANN, M. D., F. A. C. S., EL PAso, TEXAS 


Anatomy Of The Spleen 


The spleen is a large lymphoid organ 
lying in the left upper quadrant of the ab- 
domen. The normal weight of the spleen is 
from 100 to 200 grams, the average weight 
being 150 grams. In pathological states the 
spleen can reach a weight of 5000 to 6000 
grams or larger. The tail of the pancreas 
lies in close contact with the hilum of the 
spleen. The anterior border of the spleen is 
usually notched and this notch can be felt 
on physical examination when the spleen is 
enlarged. The spleen is attached to the adja- 
cent organs by a group of four ligaments. The 
first of these is the gastrosplenic ligament 
which attaches the spleen to the stomach. 
In this gastrosplenic ligament are contained 
the vasa brevia blood vessels. The second 
ligament consists of the splenodiaphragmatic 
ligament which attaches the spleen to the 
diaphragm. This ligament usually contains 
no vessels. The third ligament consists of the 
spleno-renal ligament which attaches the 
spleen to the left kidney and the fourth liga- 
ment is the splenocolic ligament which at- 
taches the spleen to the splenic flexure of the 
colon. The blood supply of the spleen is as 
follows. The arterial supply of the spleen is 
obtained from the splenic artery which is a 
branch of the celiac axis. The splenic artery 
besides supplying the spleen also supplies 
pancreatic, left gastro-epiploic and vasa 
brevia branches. The splenic vein, a com- 
ponent of the portal system, receives the left 
gastro-epiploic and pancreatic veins. The 
splenic vessels course on the posterior supe- 
rior surface of the pancreas in 90 per cent 
of the cases. In the other 10 per cent the 
vessels are in a superior anterior, inferior 
anterior, or inferior posterior position. As 
stated above, they are in close relation to the 
pancreas and therefore if a surgeon does a 
distal pancreatectomy the spleen must be re- 
moved because the blood supply has been 
ligated. 


Physiology Of The Spleen 


There is still much to be learned about 
the physiology of the spleen. The spleen con- 
tains the largest collection of lymphoid tissue 
and the bulk of the reticulo-endothelial ele- 
ments present in the human body. The spleen 
is intimately concerned with blood destruc- 


Paper presented at the postgraduate training program of the 
Texas Academy of General Practice and the University of Texas 
Postgraduate School of Medicine at Fort Stockton, Texas on De- 
cember 2, 1953. 


tion; this is one of its main functions in 
normal adult life. The spleen is also con- 
cerned with blood formation. This is espe- 
cially true in infancy and pathological states. 
In normal adult life the spleen produces only 
lymphocytes and monocytes. The spleen de- 
stroys and eliminates the red blood cells, it 
being called the grave yard of the red blood 
cells. It also eliminates bacteria and other 
foreign matter. Much of the iron is stored 
in the spleen and then is later used in the 
elaboration of hemoglobin and formation of 
red blood cells. The spleen also serves as a 
controllable reservoir system as far as blood 
is concerned. It also exerts an inhibitory 
effect on bone marrow hemopoiesis and in 
certain pathological states this inhibitory 
effect becomes hyperactive. Removal of the 
spleen is not detrimental to the general well 
being of the patient. 


Indications and Contraindications 
For Splenectomy 


The indications for splenectomy are based 
almost exclusively on the clinical experience 
and hematological evaluation of the patient. 
Table one lists the indications for splenec- 
tomy as stated by Puestow. Splenomegalia 
is not always an indication for splenectomy. 
This is borne out by the fact that in eertain 
malarial areas practically everyone has a 
large spleen, yet, certainly, this is not an 
indication for splenectomy. Splenectomy is 
indicated in certain hematological disorders. 
Splenectomy is indicated in torsion and rup- 


Table I 
Indications For Splenectomy 


Nonhematologic conditions 


Traumatic conditions of the spleen; rupture, hemorrhage 
and torsions. 

2. Wandering spleen. 

3. Primary splenic tumors. 

4. Metastatic malignant tumors. 

5. To aid in exposure and radicalness in operations in the 
left upper quadrant. 


Primary and secondary hematologic disorders 


1. Congenital hemolytic jaundice. 

2. Idiopathic thrombocytopenic purpura. 

3. Primary (idiopathic) splenic neutropenia. 

4. Primary (idiopathic) splenic pancytopenia. 

*5. Secondary splenic pancytopenia. - 

*6. Banti’s syndrome (congestive splenomegaly). 

7. Thrombosis of the splenic vein. 

*8. Acquired hemolytic anemia. 

*9. Splenomegaly of unknown origin. 

*10 Massive splenomegaly producing pressure symptoms. 


* In selected cases 


From: Surgery of the Biliary Tract, Pancreas and Spleen — 
by Charles B. Puestow. 
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ture of the spleen. These demand immediate 
removal. In extensive left upper quadrant 
abdominal procedures the spleen is often re- 
moved to aid in performing adequate resec- 
tions and some surgeons routinely remove 
the spleen in total and sub-total gastric re- 
sections for malignancy. 

Splenectomy is contraindicated in perni- 
cious anemia. It is also contraindicated in 
most cases of Hodgkin’s disease except in 
those cases where Hodgkin’s disease also 
causes severe hypersplenism; in these cases 
splenectomy can be considered. Splenectomy 
is also contraindicated in leukemia unless the 
spleen is so large that it causes marked pres- 
sure symptoms or unless the splenomegalia 
causes hypersplenism. Splenectomy is also 
contraindicated in polycythemia vera and 
myeloid metaplasia of the spleen. Splenic 
enlargements of the acute tumor type, such 
as in acute infections, of course, do not call 
for removal. Splenomegalia due to metastatic 
tumors is a contraindication although in pri- 
mary tumors of the spleen splenectomy may 
be indicated. Splenectomy due to parasitic 
diseases such as trichinosis, kali-azar, fila- 
riasis and malaria are contraindications. 
Echinococcus disease of the spleen may occa- 
sionally call for splenectomy. 


Table II 


Contraindications and Conditions 
Not Aided by Splenectomy 

*1. Leukemia. 

*2. Hodgkin's disease and other lymphomas. 

3. Polycythemia vera (Vaquez-Osler disease). 

4. Myeloid metaplasia of the spleen. 

*5. Metabolic splenomegalies. 

6. Cooley's anemia (thalassemia). 

*7. Sickle cell anemia. 

8. Idiopathic refractory anemia, hypoplastic anemia, aplastic 
anemia. 

9. Cirrhosis of the liver 

10. Splenomegalic states due to parasites. 

11. Acute splenic tumors due to infections. 

12. Thrombotic thrombocytopenic purpura. 


* Splenectomy may be indicated in unusual circumstances asso- 
ciated with pancytopenia or hemolytic anemia. 
From: Surgery of the Biliary Tract, Pancreas and Spleen — 
by Charles B. Puestow. 


Lahey felt that splenectomy should be 
done in cases of splenomegalia proved to be 
of unknown origin in which the spleen con- 
tinues to enlarge or stays enlarged during 
a six months observation period. 


Splenectomy in Nonhematologic Conditions 


The most important indication for splenec- 
tomy in nonhematologic conditions is trau- 
matic injury to the spleen. Rupture of the 
spleen must be considered in all patients who 
have sustained abdominal or chest injury. 
Patients sustaining injuries in car accidents, 
especially steering wheel injuries, falls, 
blows, industrial accidents and sports should 
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be thoroughly examined to determine wheth- 
er the spleen has been ruptured. Sometimes 
an injury which to all intent and purposes 
seems to be minor may have occurred in 
such a manner as to rupture the spleen. I 
can recall one case of traumatic rupture of 
the spleen occurring after an elderly lady 
bumped into a stationary car fender. Splenic 
rupture, of course, can also occur in sports 
and I recall one case in which it occurred 
following touch football. Diseases of the 
spleen such as malaria, lues, tumors, or sple- 
nomagalia due to unknown etiology all in- 
crease the friability of the spleen and there- 
fore an unimportant blow or injury may 
cause these pathological spleens to rupture 
We have seen one patient with active malaria 
on whom a ruptured spleen was found at 
surgery. The only history of trauma of any 
kind obtainable from this patient was that 
he had strained at the stool. 

A great majority of patients with rupture 
of the spleen will die if not treated surgically. 
The operative mortality is determined largely 
by the amount of blood lost, the facilities 
available for replacement and the delay be- 
tween the time of injury and surgical inter- 
vention. The symptoms of traumatic rupture 
of the spleen are largely dependent on the 
location and amount of internal hemorrhage. 
These depend on the extent of the injury to 
the organ and the presence or absence of a 
primary tear of the capsule. Often times 
besides the splenic rupture there may be 
associated injuries such as broken ribs or 
a broken spine and these may be treated 
vigorously and the splenic injury may be 
overlooked. If the splenic capsule is not torn 
the bleeding will be slow. The bleeding will 
be into the organ and its pedicle or into the 
retroperitoneal tissue. The symptoms when 
the splenic capsule is not torn are those of 
pain in the upper left abdomen and an en- 
larging and palpable spleen. If, however, the 
splenic capsule is torn, free blood is found 
in the peritoneal cavity. This will cause peri- 
toneal irritation, often times pain in the left 
shoulder and will also cause peritoneal re- 
bound especially on the left. Later on a rigid 
abdomen will be noted. Besides the perito- 
neal irritation the patient will go into shock. 
There will be a rapid pulse, low blood pres- 
sure and cold clammy skin, subnormal tem- 
perature, air hunger and apprehension. Fre- 
quently in rupture of the spleen there is a 
symptomatic silence of three to ten days and 
then the patient has a sudden severe pain 
and goes into shock. The pathology in these 
conditions is postulated to be as follows: 
Originally there is a sub-capsular bleeding 
and three to ten days later there is a rupture 
of the capsule and this is followed by the 
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peritoneal irritation and shock. Therefore, 
patients with traumatic injury must be fol- 
lowed closely not only for the first twenty- 
four to forty-eight hours but for as long as 
three to ten days or longer. 

The diagnosis of splenic rupture can be 
made on taking a careful history, doing a 
good physical examination and getting ade- 
quate laboratory work. X-ray examination 
does not aid too much although a flat film 
of the abdomen may show an enlarged splenic 
shadow or if we are dealing with retroperi- 
toneal hemorrhage there may be obliteration 
of the psoas shadow. 

The treatment of rupture of the spleen 
is splenectomy. The friability of the spleen 
and tendency of sub-capsular hemorrhage to 
recur makes splenic repair hazardous. At 
the recent College of Surgeons meeting in 
Chicago in 1953, one of the questions asked 
was: ‘Is electrocautery indicated for superfi- 
cial tears or sub-capsular tears of the spleen’? 
The answer given by the panel was that such 
treatment is never indicated and splenectomy 
is the treatment of choice. It is important 
to make an early diagnosis in rupture of the 
spleen, to replace the blood, and then to re- 
move the spleen. 

Other nonhemolytic conditions which war- 
rant removal of the spleen consist of pene- 
trating wounds of the spleen such as knife 
or stab wounds, bullet wounds, and the like. 
If the spleen has a loose pedicle torsion may 
occur and this may cause strangulation. The 
treatment is removal. A wandering spleen is 
at times noted and when it is in an abnormal 
position such as in the pelvis and causes 
symptoms it should be removed. The rare 
primary tumors of the spleen are indications 
for splenectomy. Metastatic malignant tu- 
mors of the spleen should not be removed. 


Indications For Splenectomy in Primary and 
Secondary Hematological Disorders 


Primary hematological disorders such as 
congenital hemolytic jaundice, idiopathic 
thrombocytopenic purpura, splenic neutro- 
penia and pancytopenia may be considered as 
indications for splenectomy. However, one 
must very definitely determine that we are 
dealing with a primary hematological dis- 
order and not a secondary condition. Secon- 
dary hematologic disorders of the spleen may 
be due to toxins, poisons, drugs, bacteria and 
chemicals. In these types of cases, of course, 
splenectomy is contraindicated since removal 
of the exciting factor; that is the toxin, the 
poison, the drug or the chemical, will usually 
allow for a recovery. In the primary hema- 
tologic disorders, that is in those disorders 
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where no definite cause can be found, splen- 
ectomy is to be considered. 


Congenital Hemolytic Jaundice 


The symptoms of congenital hemolytic 
jaundice consist of recurrent jaundice and 
splenomegalia. The spleen in this condition 
is quite large and can be ten times normal 
size. Besides the above, anemia and hyper- 
bilirubinemia are also present. The labora- 
tory studies in this condition show many 
spherocytes among the red blood cells and 
there is a diminished resistance to hypotonic 
salt solution. One of the important complica- 
tions in this condition is a splenic crisis 
which may occur at any time and consists of 
severe jaundice and anemia and the patient 
may often die during this acute crisis. In 
approximately 75 per cent of the patients 
with congenital hemolytic jaundice gall 
stones are also found. 

The treatment of this condition is splenec- 
tomy at an early age or as soon as the diag- 
nosis is made. The other members in the 
family should be studied to determine wheth- 
er they also have this pathological state. 
Blood transfusions in this condition are often 
followed by severe reactions and therefore 
some men advise against giving blood trans- 
fusions until the spleen has been removed. 
However, if the patient is markedly anemic 
it is often necessary to give transfusions in 
order to prepare the patient for surgery. 


Idiopathic Thrombocytopenic Purpura 


This condition is again a pathological state 
of unknown etiology. The symptoms consist 
of spontaneous bleeding which may occur in 
the nature of petechiae as well as ecchymoses 
of the skin, including the arms, abdomen and 
legs, plus hemorrhage from the mucosal sur- 
faces. These mucosal hemorrhages may occur 
from the nose, gums, bowels, kidneys and 
vagina. One of the serious complications of 
idiopathic thrombocytopenic purpura is in- 
tracranial hemorrhage. Because of this com- 
plication early accurate diagnosis and sur- 
gical treatment are very important. At the 
University of Iowa in 1947 three patients 
with idiopathic thrombocytopenic purpura 
died on the medical service from intracranial 
hemorrhage before they could be subjected 
to surgery. Following this occurrance it was 
the policy of the medical and surgical service 
to treat as an emergency any case of proven 
idiopathic thrombocytopenic purpura and as 
soon as the diagnosis was made the patient 
was subjected to splenectomy as an emer- 
gency procedure. 

The diagnosis of idiopathic thrombocyto- 
penic purpura consists of purpura, a defi- 
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ciency of platelets, a prolonged bleeding time, 
poor or absent clot retraction, normal coagu- 
lation time and a positive tourniquet test. 
The spleen is almost never enlarged in this 
condition. Bone marrow studies may show 
many megakarocytes. As stated above it is 
important to differentiate primary thrombo- 
cytopenic purpura from the secondary types 
of this condition which may be due to chemi- 
cals or drugs. In a late AMA Journal a case 
of thrombocytopenia induced by sodium para- 
amino-salicylic acid given for tuberculosis is 
presented. In this case the drug was stopped 
and the disease was cured. 

Splenectomy in idiopathic thrombocyto- 
penic purpura gives favorable results in 70 
per cent or more of the patients. One of the 
newer concepts in the treatment of this con- 
dition is the use of Cortisone. In equivocal 
cases some men advise treatment with Corti- 
sone and obtain remissions with this treat- 
ment. However, the complication of intra- 
cranial hemorrhage still hangs over these 
patients. Wilson advocates the use of Cor- 
tisone in equivocal cases of idiopathic throm- 
bocytopenic purpura. If good effects are 
obtained surgery may not be necessary or 
surgery may be delayed until the patient’s 
general status is improved. In serious cases 
of purpura the patient is treated with Cor- 
tisone preoperatively until his general condi- 
tion is satisfactory and then surgery is done. 
Before surgery is done on these patients they 
may have to be prepared with blood transfu- 
sions of fresh blood. 


If splenectomy does not produce favorable 
results in this condition it is the opinion of 
Elliott and others that all medical measures 
should be used first before re-operation for 
accessory spleens is contemplated. These 
medical measures consist of putting the pa- 
tient an ACTH or Cortisone. If after this 
treatment there is still no improvement the 
patient should be re-explored and accessory 
splenic tissue looked for. Of course, at the 
time of the original splenectomy all acces- 
sory splenic tissue should be sought for and 
removed. 


Splenic Neutropenia and Pancytopenia 
(Hypersplenism) 


What is hypersplenism? As stated above, 
the spleen exerts an inhibitory effect on bone 
marrow hemopoiesis. If this for some reason 
or other becomes predominant it may mar- 
kedly inhibit one or all of the blood elements. 
For example — in neutropenia it may inhibit 
the white cells — in pancytopenia it may 
inhibit the white cells, the platelets and red 
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cells. Bone marrow studies in hypersplenism 
may show various conditions. The bone mar- 
row may either be normal or hyperactive. 
Of course, bone marrow studies should be 
done in all cases of splenomegalia due to 
hematologic disorders. 


In primary splenic neutropenia one usual- 
ly finds the following symptoms: There is 
usually fever, pain over the spleen and 
splenic enlargement besides the laboratory 
findings. In primary splenic pancytopenia 
we will find leukopenia, thrombocytopenia 
and anemia. In these two conditions splenec- 
tomy may be of value. One must, however, 
be sure that we are dealing with a primary 
splenic neutropenia and primary splenic 
pancytopenia and not the secondary type 
due to some other disease, because in the 
secondary types splenectomy is not usually 
of value. 


Banti’s Disease 
(Congestive Splenomegalia) 


Banti’s disease is considered to be due to 
an extrahepatic portal bed block. It usually 
consists of splenomegalia and anemia. The 
value of splenectomy for Banti’s disease is 
equivocal. If portal hypertension also exists, 
of course, splenectomy by itself is not in- 
dicated and a porta-caval shunt must be 
contemplated. Lahey, however, believed that 
in Banti’s disease the spleen should be re- 
moved if the patient can tolerate the pro- 
cedure because this operation removes the 
hypersplenic effect of the enlarged spleen 
and also removes from 25 to 40 per cent of 
the blood entering the portal circuit. 


Contraindications For Splenectomy 


Table II lists the contraindications for 
splenectomy as stated by Puestow. Myeloid 
metaplasia or agnogenic myeloid metaplasia 
of the spleen is considered a contraindication 
for splenectomy. In this condition it is felt 
that the spleen has taken over part of the 
hemopoiesis because of the hypoplastic bone 
marrow and therefore it is felt by many that 
splenectomy is harmful since it removes part 
of the hemopoietic system. Yet, at the Clini- 
cal Congress of the American College of 
Surgeons held in Chicago in 1953 in the 
panel discussion on surgery of the spleen 
it was pointed out that splenectomy had been 
done in six cases of agnogenic myeloid meta- 
plasia with immediate improvement in all 
cases but later two patients had recurrences. 


It is to be noted that with the exception 
of traumatic rupture of the spleen and essen- 
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tial thrombocytopenic purpura splenectomy 
is rarely indicated in the absence of an en- 
larged spleen. 


Surgery Of The Spleen 


The preoperative care in splenectomy is 
important. There should be a thorough over- 
all evaluation of the patient. There should 
be a marrow study. The blood loss should 
be replaced. At the time of surgery not one 
but two 16 gauge needles should be in place 
in veins for intravenous fluids and blood. 
Fresh blood, if possible, should be used espe- 
cially in thrombocytopenic purpura although 
bank blocd is acceptable. Patients, of course, 
should be given Vitamin K and C. In our 
opinion the patient on whom a splenectomy 
is done, especially when the spleen is large, 
should have a stomach tube inserted pre- 
operatively. This tube should be kept in 
place during surgery and for several days 
after surgery. 

The anesthesia in splenectomy is impor- 
tant. The ideal anesthetic is one which will 
give good relaxation and contract the spleen. 
Spinal anesthesia causes splenic dilitation 
and is not therefore routinely used. Cyclo- 
propane also causes slight increase in the 
size of the spleen. It is felt by some authori- 
ties that ether is the anesthetic of choice in 
splenectomy since it causes constriction of 
the spleen to one-half to one-third its usual 
volume. Endotracheal tube anesthesia with 
ether is considered by many as the safest 
anesthetic for this procedure. 


Various approaches can be used in splenec- 
tomy. These consist of: 


1. The abdominal. 
2. The thoracic. 
3. The abdomino-thoracic. 


In a good number of cases the abdominal 
approach is used and in many cases of emer- 
gency surgery this is the approach of choice. 
The type of incision is variable. It can be 
either a subcostal, paramedian, left rectus, 
or mid line incision. We prefer the left sub- 
costal incision. In removing the spleen the 
splenic ligaments are isolated and doubly 
clamped. The gastrosplenic ligament espe- 
cially must be clamped and tied because it 
contains the vasa brevia vessels which if not 
tied will cause hemorrhage. The spleen is 
then mobilized and elevated into the wound. 
The splenic pedicle is identified and the 
splenic vessels are clamped close to the hilum. 
Some men feel that the artery and veins 
should be clamped separately, the artery be- 
ing clamped first so that the blood from the 
spleen can be returned to the circulatory 
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system via the vein before the vein is clamp- 
ed. However, it is usually easier to clamp 
both of them at the same time. The spleen 
is then removed and the vessels doubly tied. 
It is important not to injure the tail of the 
pancreas which is usually in close proximity 
to the hilum of the spleen. If there is an 
ooze or moderate bleeding from the diaphrag- 
matic surface this can often be controlled by 
a hot pack. As stated above, it is important 
to look for and remove accessory spleens 
which may be found in the hilar or pan- 
creatic area. Some surgeons feel that the 
splenic artery should be ligated first and 
ligate same through the gastrohepatic or 
gastrocolic ligament. This, of course, is done 
mainly in cases of elective splenectomy and 
is not usually used in emergency removal of 
the spleen such as in rupture of the spleen. 

The transthoracic approach for splenec- 
tomy has come to the fore in recent years. It 
has its advantages and disadvantages. Blain 
feels that the thoracic approach should not 
be used in thrombocytopenic purpura be- 
cause of the danger of a hemothorax. He also 
feels that if splenectomy is done in Banti’s 
disease this approach should not be used 
because of the fact that a porta-caval shunt 
may also be necessary. In the transthoracic 
approach the left chest is usually opened 
through the 8th or 9th intercostal space or 
the left 9th rib is resected. The diaphragm 
is then divided, the splenic ligaments are 
divided, the splenic artery and vein are 
clamped and ligated and the spleen is re- 
moved. A catheter drain is then placed in 
the pleural cavity. 

The combined abdomino-thoracic approach 
is also used. This is usually used in situa- 
tions where the operation is started with a 
thoracic incision and the exposure is inade- 
quate so the incision is extended into the 
abdomen. Again, this incision is used where 
the abdominal approach is used originally but 
some difficulty is encountered and the inci- 
sion is then extended into the thorax. 

The postoperative care in splenectomy is 
also very important. The blood loss during 
surgery must be replaced. There is often 
an oxygen defficiency in these patients and 
therefore they should be given oxygen post- 
operatively. The lungs should be kept well 
aerated and the patient should be encouraged 
to cough in order to prevent atelectasis. In- 
testinal decompression with a Levine tube in 
our opinion is important in these patients 
since if this Levine tube is not in place or 
not functioning properly acute gastric dilita- 
tion and its deleterious results may follow. 
Intravenous fluids and blood are given as 
well as Vitamin K and C and the B-complex. 


(Continued on Page 460) 
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Monthly Clinical Pathological Conference of 
El Paso General Hospital 


August 19, 1954 


FREDERICK P. BORNSTEIN, M. D., EDITOR — CASE No. A-295 
PRESENTATION OF CASE BY DR. BEN H. COOLEY 


Present Illness 


This was the first E] Paso General Hospi- 
tal admission of this 77 year old white male, 
who was in fair health until approximately 
eight weeks prior to admission at which time 
he noted a rapid swelling of the abdomen 
occurring over a period of several days. With 
the onset of the swelling he also noted a dull 
aching pain in the right upper abdomen 
which had no relation to eating, respiration, 
or position, and which was present almost 
constantly. In addition to the above com- 
plaints the patient developed shortness of 
breath, appearing concomitantly with the 
abdominal distention. He also complained of 
weakness, malaise, and was easily fatigued. 
Frequent eructation and excessive flatulence 
were also noted. The patient admitted steady 
and excessive alcohol intake in the past, but 
stated that he had drunk only moderately in 
the last year. He had spontaneous epistaxis 
on several occasions over a period of six 
months. He had no nausea or vomiting and 
no jaundice had ever been noted. Bowel habits 
were regular. He had noted no blood in the 
stools and denied having hemorrhoids. He 
had had no swelling of the feet and ankles, 
paroxysmal nocturnal dyspnea or orthopnea. 


Past History and Family History 
Non-contributory. 


Review of Systems 


Review of systems is negative except what 
is mentioned in the present illness. 


Physical Examination 


Temp.: 98. Pulse: 88. Resp.: 24. 
B. P.: 110/78. 


General: The patient was an emaciated, 
poorly nourished white male who was lying 
in bed and who appeared chronically ill. The 
most obvious abnormality on superficial in- 


spection was the tremendously protuberant 
abdomen. 


Skin: The skin was of a peculiar greyish- 
white color. The turgor was poor and the 
skin was dry and flaky. No spider angiomata. 
There was no jaundice. 


Figure 1 


E. E. N. T. 


The pupils were round, regular and equal, 
but reacted poorly to light and accommoda- 
tion. Bilateral arcus senilis was present. The 
ears and nose were negative. The tongue 
and lips were dry. 


Neck: The neck was supple with no masses 
or adenopathy. 


Chest and Lungs: There was an increased 
AP diameter of the chest with hypertroso- 
nance to percussion except in the right base 
posteriorly where dullness was present. Tac- 
tile fremitus and breath sounds were moder- 
ately decreased bilaterally. No rales or rubs 
were present. 


Heart: The PMI was not palpable. The 
left border of cardiac dullness was in the 
fifth interspace one cm outside the midclavi- 
cular line. The heart rate was 88, the rhythm 
regular. No murmurs, shocks, or thrills were 
present. 


Abdomen: The abdomen was markedly | 
distended with dilated superficial veins visi- 
ble in the abdominal wall. The abdomen was 
very tense with a definite fluid wave present. 
There was tenderness to palpation in the 
right upper quadrant, but no organs were 
palpable through the tense and distended 
wall. 


Genitalia: Pubic hair was sparse, and both 
testes were small and soft. 


Rectum: No hemorrhoids were present. 
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Figure 2 


The prostate was very small. No masses 
were felt. 

Extremities: The muscles were atrophic 
with poor muscle tone. No edema was pres- 
ent. Bilateral palmar erythmia was noted. 


Neurological: The neurological examina- 
tion was physiological. 


Laboratory Findings 


Urinalysis: Trace of albumin. Specific 
Gravity: 1.020. 

Blood: Hemoglobin 11.7 gms per cent. 
RBC 3.32 mm*. WBC 8,500 with 73 per cent 
polys, 23 per cent lymphs, 3 per cent monos, 
and 1 per cent eosins. 


Blood Chemistry: Total protein 3.6 gms 
per cent (1 gm per cent albumin, 2.6 gm per 
cent globulin). Serum bilirubin 1.62 mgs per 
cent (Total). BSP retention 45 per cent in 
45 minutes. Cephalin flocculation 2+ in 24 
hours and 3+ in 48 hours. BUN 45 mgs per 
cent. Repeat BUN 25 mgs per cent. 


Course in Hospital 


The patient’s hospital course covered fif- 
teen days. 


First Hospital Day: The patient was placed 
on a high protein, high carbohydrate, low 
fat diet with multivitamins and forced fluids. 


Third Hospital Day: The patient appeared 
’ gome improved but complained of pain in the 
right upper quadrant and shortness of breath. 
1,000 cc of 10 per cent glucose in water with 
vi-synerol added was ordered daily, since 
the patient was not eating well. Salt free 
pablate, 2 caps. 2 4 h p.r.n. was ordered for 
pain. 

Fifth Hospital Day: The patient was much 
improved and his state of hydration had re- 
turned to normal. The patient continued to 
complain of pain in the right upper abdomen. 
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Seventh Hospital Day: The patient was 
not eating well and the abdomen had not de- 
creased in size. A Levine tube was put in 
place and high protein tube feeding ordered 
four times daily. Liver extract, lcc, and vita- 
min B12, 1000 micrograms, were each or- 
dered once weekly. 1,000 cc 10 per cent glu- 
cose in water was continued I. V. daily. 

Ninth Hospital Day: After two days of tube 
feeding the patient vomited approximately 
200 ce of bright red blood. The tube was 
promptly withdrawn and tube feedings dis- 
continued. The patient was still unable to 
eat and maintenance on parenteral feedings 
entirely was started. In addition to glucose 
and electrolytes amino acids were given I. V. 

Tenth Hospital Day: The patient looked 
extremely bad and was very lethargic. It 
was decided that paracentesis should be done 
for symptomatic relief and 5,900 cc of dark 
yellow ascitic fluid was removed. Specific 
gravity was 1.010 and cell count 110 mm%. 
Fluid was sent for tumor cell block and re- 
ported negative. After the fluid was removed 
the liver was palpated four fingers below the 
right costal border with the left lobe palpable 
two fingers below the xiphoid process and 
left costal margin. The liver was extremely 
hard with definite nodules palpable over the 
entire surface. The patient complained of 
great fatigue following the procedure. 

Twelfth Hospital Day: The patient lapsed 
into coma and the blood pressure fell to 
50/30. 

Fifteenth Hospital Day: The patient ex- 
pired quietly without regaining conscious- 
ness. 

X-Ray Discussion 
Dr. Charles MeVaugh: 

The survey film of the abdomen reveals 
small bowel distention. It does not have the 
appearance of a mechanical obstruction at 
this examination. There is a noticeable ab- 
sence of large bowel distention; but, never- 
theless, I would consider this probably a 
paralytic ileus rather than a mechanical ob- 
struction. There is an overall uniform hazi- 
ness of the abdomen which largely obliterates 
the kidney shadows. The psoas shadows can- 
not be well visualized and this probably is in 
keeping with the ascites. I see no evidence 
of metastatic involment of the bones; and I 
think from the survey film of the abdomen 
the only conclusion that you can draw here 
is that the patient has fluid in the belly 
and paralytic ileus. 


Differential Diagnosis 
Doctor Ben Cooley: 


In discussing a case of this kind, it might 
be in order to review some of the factors 
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entering into the diagnosis of liver disorders. 
First, we rely on the history of the case; 
then the case; then the physical findings and 
the laboratory results. All of these have their 
shortcomings, but a good history and physical 
examination will in most cases give you the 
proper diagnosis. The laboratory tests, if 
properly selected and properly done, will aid 
markedly in arriving at a proper conclusion. 

The laboratory tests are selected to test 
the various functions of the liver. The tests 
indicating liver cell damage are: Bromsul- 
faline retention, Cephalin cholesterol floccu- 
lation, Thymol turbidity, Albumin-globulin 
ratio, Total serum cholesterol. Tests for in- 
terference with either cell function or bile 
flow are: Total serum bilirubin, Urinary 
urobilinogen. 

The tests used in this case are: Bromosul- 
faline which shows a retention of the dye to 
be 45 per cent in 45 minutes and is definitely 
pathological and can be relied upon because 
there is no significant jaundice. The Ceph- 
alin flocculation test is 2+ in 24 hours and 
3+ in 48 hours, and this is also pathologic, 
indicating an increase in gamma globulin 
and a decrease in albumin. The total serum 
protein is less than 6.0 gm per cent, and this 
indicates liver disease if the albumin-globu- 
lin ratio is disturbed, which it is in this case. 
It being 1 gm per cent albumin to 2.6 gm per 
cent globulin, this indicates either a reduced 
syntheis of albumin or an increased forma- 
tion of globulin by the reticuloendothelial 
system. The slight increase of Serum bili- 
rubin indicates some retention of bilirubin 
in the blood stream, or more commonly, its 
regurgitation from the smallest biliary pas- 
sages into the blood. The Blood urea nitro- 
gen is elevated, and this is a frequent finding 
in association with the reabsorption of nitro- 
genous substances in the renal tubules. 

From the viewpoint of the findings in 
this case, it seems to point to a diagnosis of 
portal cirrhosis. The evidence here indicates 
that the process involves the parenchymal 
tissues of the liver rather than the excretory 
mechanism. 

Summarizing the case, we have a patient 
that is elderly, has a history of alcohol, and 
who has not been sick very long. He now de- 
velops general weakness, gas in the stomach 
and bowels, some epistaxis. His body shrinks 
and his belly swells; he develops discomfort 
in the upper right quadrant, and shortness of 
breath without edema or nocturnal dyspnea. 
Most patients with cirrhosis develop a secon- 
dary anemia, hypoproteinemia, with an albu- 
min-globulin ratio-reversal. Cephalin choles- 
terol flocculation test is positive indicating 
parenchymal damage. 
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Figure 3 


The management of this case, as I see it, 
was very good up to the tenth day. This is 
the day that a paracentesis was performed 
and 5,900 cc of fluid was removed. I believe 
that there was too much fluid removed at 
this time. Care should be exercised in the 
removal of large quantities of fluids from the 
body. Taking small amounts frequently and 
slowly is much better. In patients who have 
been on a low sodium diet, abdominal para- 
centesis increases the danger of the salt de- 
pletion syndrome, presumable owing to the 
large loss of sodium in the ascitic fluid. This 
syndrome is manifested clinically by weak- 
ness, lassitude, muscle cramps, and drop in 
blood pressure, especially a narrowing of the 
pulse pressure. This therapeutic procedure, 
I feel, was a contributing factor in his death. 


Doctor F. P. Bornstein: 

Before opening the general discussion I 
would like to ask the staff a question, whether 
in their experience is it common for a cir- 
rhosis of the liver to terminate as rapidly 
as within eight weeks after the appearance 
of symptoms. 


Dr. Branch Craige: 

In my own experience I have occasionally 
seen cirrhotics who fail rapidly, particularly 
if there is acute hepatitis superimposed on 
the cirrhosis. The differential diagnosis here 
seems to be fairly open and shut. The only 
thing that bothers me is that Dr. Bornstein 
gave us the case so there must be some other 
diagnosis in addition to the perfectly obvious 
one. What it is I don’t know. 


Dr. Jack Postlewaite: 
I saw this case with no particularly dif- 
ferent opinions except two or three things 
that I thought were impressive. 
First, it is the case of painful liver dis- 
ease, and second it is a case with nodular 
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liver disease and the third thing the patient 
died in coma. These are three problems of 
interest. Painful cirrhosis is a rather unusual 
event unless it is also complicated by an 
infectious liver disease, a toxic liver disease 
or congestive failure with passive congestion 
of the liver, and thus I would like to add one 
of those three possibilities. 

Second, nodular liver disease seems to 
somewhat limit the field to a disease of the 
structural tissue in which scar tissue is the 
important problem here. I think this is borne 
out by the liver function tests that we find. 

Third, coma means some rapid reversal of 
liver function ending up in possibly hepato- 
renal syndrome, if such there be; but cer- 
tainly the great problem is sudden fluid shift 
alluded to by Dr. Cooley with a coma state 
and irreversible process. 

My impression is there was a great deal 
of satisfaction with the progress here until 
this tenth day at which time the case went 
downhill rapidly. Now it may be that repeat 
profile of the liver function tests would have 
given us a clue; and perhaps we could have 
stayed off the sudden crisis by using emer- 
gency treatment, which is usually very ade- 
quate and very good when we use it in ad- 
vance of the vomiting of blood and the gastric 
intestinal findings plus the hepatic coma. 

For example, the liver tests that I think 
Hanger would recommend generally are the 
ones that are simple, economically not too 
expensive, and give us some clues quickly. 
Example, the cephalin flocculation which was 
done here. I would like to point out that 
cephalin flocculation relates to the question 
of alteration of the gamma globulin. 

The second test done here was a BSP 
retention test and is excellent at 5 mg per 
kilogram of body weight. The specimen is 
taken at 45 minutes. Now in our hospitals 
in El Paso they are taken 15 minutes, 30 
minutes, 2 mg per kilogram of body weight 
and there is nothing standard at all that I 
can see in the various hospital laboratories. 
I think this is an error, and I think that 
although we are dealing here with 45 per cent 
retention we ought to standardize our tests 
throughout the El Paso hospitals. This test 
though has its inherent errors. One example 
of the error is that in which a jaundice occurs 
and thus the test cannot be reliable compared 
on the colormetric basis which is necessary. 
The second is that it doesn’t measure any- 
thing. It is the same measurement as the 
bilirubin test; and thus, if you do the Van 
Den Bergh, you are going to get essentially 
a comparable reading. However, to point out 
a falsity there, the Van Den Bergh is un- 
reliable in as much as, unless there is some 
obstructive phenomenon or an alteration in 
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the regurgitation status of this, one does not 
find an alteration until a rather advanced 
disease is present. The other test done is the 
albumin-globulin ratio, and Dr. Cooley de- 
scribed that very well. 

Third test I wanted to bring up was the 
blood urea nitrogen. One is at odds as to 
why the blood urea nitrogen was altered or 
so positively. The initial report was 45 mg 
per cent and returned to 25 mg per cent both 
of which are elevated, and one wonders be- 
cause the liver is part of the urea formation 
cycle and should rather be low instead of 
elevated. It would appear as though dehy- 
dration was part of this factor. It was cor- 
rected by therapy, but one is at a loss as to 
why the urea nitrogen persisted high, and 
perhaps there is a renal factor which is not 
well defined by this study that we have here. 


Dr. Carter: 


I believe that this is a clear cut case in all 
of its findings including the laboratory find- 
ings of diffuse hepatocellular disease as the 
other speakers have told you, which in this 
case should be a Laennec’s cirrhosis. I would 
like to bring out the one thing that could be 
added considering the rapidity of the develop- 
ment of ascites, the rapidity of the man’s 
death. It is an added hepatoma of the liver 
with involvement of the smaller radicles in 
the liver substance which would add to the 
picture. I don’t know of anybody that would 
make that diagnosis except the pathologist. 


Clinical Diagnosis 
Cirrhosis of the liver. 


Doctor Cooley’s Diagnosis 
Cirrhosis of the liver. 


Anatomical Diagnosis 


Adenocarcinoma of the liver arising multi- 
centrically in cirrhotic liver. (Laennec type) 


Pathological Discussion 
Doctor F. P. Bornstein: 


On autopsy we found the body of a well 
developed middle aged male. The sclerae 
were markedly icteric. Upon opening the 
peritoneum a large amount of straw colored 
fluid was removed. The margin of the liver 
was 5 cm below the costal arch and had a 
dark brown nodular appearance (Fig. 1). 
The liver weighed 1800 grams. The nodular- 
ity of the liver was somewhat different from 
that found in an ordinary Laennec’s cirrho- 
sis (Fig. 2). There were numerous tiny 
greyish-white nodules, in addition to large 
hemorrhagic ones. This permits us to make 
a diagnosis of carcinoma of the liver arising 
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in Laennec’s cirrhosis. This type of carci- 
noma is multicentric in origin and is usually 
associated with a cirrhosis of the liver pre- 
ferably of the hemochromatosis type. As far 
as the histological types of carcinoma are 
concerned (Fig. 3), they have been divided 
into carcinomas of the liver arising from the 
bile ducts and those arising from the liver 
parenchyma. However, in this particular 
case we are dealing with a type of carcinoma 
with areas suggesting origin of both types 
of cells. 

This is not the only case of carcinoma of 
the liver which we have had. We had another 
very similar case, and in addition a case of 
benign adenoma arising in the cirrhosis of 
the liver, so that there are gradations from 
reaction hyperplasia to adenoma to malignant 
tumor, if you have a liver in which regene- 
ration is stimulated sufficiently. 

One peculiarity of this tumor is its ex- 
treme hemorrhagic tendency which seems to 
be fairly recent in origin and may explain 
the elevated NPN of the patient. 

In summarizing then, we have a man here 
who was admitted with typical symptoms of 
portal cirrhosis but died rather rapidly for 
such a condition, the explanation being that 
his cirrhosis was complicated by a multi- 
centric adenocarcinoma. 


Dr. Ben Cooley: 

I would like to impress the fact that your 
eyes are a valuable adjunct in making the 
diagnosis by looking at the patient’s eyes, 
looking at their hands, looking at their ab- 
domen, looking at the palms of their hands. 
Also recently, it has been brought out in 
Lancet, an article relative to a white base 
of the nail in hepatic disorders. So I think 


- we can go a long ways by looking at the 


patient and looking him over and correlating 
what you see with what you find physically. 
Dr. Carter, I want to congratulate you. 


Gamma Globulin Now Available 


for Prescriptions 

Gamma Globulin, for the prevention of 
paralytic polio, measles and infectious hepa- 
titis, will be available on dectors’ prescrip- 
tions through regular medical supply chan- 
nels after October 1, 1954, it was announced 
today by Lederle Laboratories Division, 
American Cyanamid Company. Heretofore 
the protective blood fraction has been allo- 
cated by the Federal Office of Defense Mobil- 
ization to local departments of health for use 
In polio epidemic areas only. The processed 
supply of gamma globulin available to physi- 
cians this year, though still very small, is 
approximately twice as large as last year’s 
supply. 
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Physician - Minister Meeting 
in Lubbock 


All physicians and ministers in the South- 
west are invited to attend a lecture-clinic 
under the title, “Serving the Suffering,” pre- 
sented by the Directors of Methodist Hospi- 
tal, Lubbock, Texas Oct. 7-8. The purpose of 
the meeting is to help physicians and minis- 
ters in the technique of treating people who 
are ill from emotional causes. Dr. Gilbert 
Marquardt, well known member of the fac- 
ulty of Northwestern University Medical 
School, Chicago, Ill., will give four lectures 
in the two day meeting. Dr. Russell Dicks, 
Department of Pastoral Care, Divinity 
School, Duke University, Durham, North 
Carolina, and Editor of “Religion and 
Health,” will also give four lectures. Ques- 
tion forums will follow each pair of lectures 
in an effort to set future patterns of train- 
ing to promote progress in this relatively 
new field. 


The themes for the four lectures by each 
speaker are: (1) “The Roll of the Doctor 
(or Minister) in Helping People Who Suffer 
from Feelings of Anxiety, Hostility, and 
Guilt,” (2) “How Ministers (or Doctors) 
Help and Hurt the Work of the Doctor (or 
Minister) with the Sick — Suggestions for 
Closer Co-operation,” (3) “Work with Alco- 
holics — Education, Prevention, and Treat- 
ment,” (4) “The Doctor’s Role in Caring for 
the Dying — What and When to Tell the 
Patient” by Marquardt and “The Minister’s 
Role in Caring for the Dying — with Atten- 
tion to the Family” by Dicks. 


Miscellaneous Aphorisms... 


(Continued from Page 445) 


however well he and his wife may accept it 
at the conscious level. It is equally hard on 
the wife to learn that she is barren, however 
kindly the hard word is avoided; and unless 
she has some condition which demands treat- 
ment, she should never be given cause to 
think herself so. By taking thought we can 
sometimes avoid creating a situation in which 
the husband is content to blame his wife, or 
the wife feels — whether she expresses it 
openly or not — resentment towards her hus- 
band.” Leading Article, The Lancet, June 5, 
1954, p. 1169. 


25. “Perhaps the most damaging way of 
telling a patient more than he should hear 
is to stand at his bedside and instruct, as 
though across a stone effigy, a class of stu- 
dents in the variety of misfortunes to which 
his disorder lays him open.” Leading Article, 
loc. cit., p. 1170. 
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Early Diagnosis and Treatment of Congenital 
Dislocation of the Hip* 


By CECIL ROBINSON, M. D., KERMIT, TEXAS 


This is another one of those appeals for 
early diagnosis and treatment that fill all 
such clinical meetings as this, yet it is the 
trend toward early treatment following 
early recognition that has changed the mean- 
ing of so many of our words in medicine. 

As a child, to me, T. B. meant advanced 
pulmonary tuberculosis and the prognosis 
was poor. Appendicitis as I knew it usually 
referred to ruptured appendix and advanced 
peritonitis; the mortality was high. Now 
the words “T. B.” and “Appendicitis” have 
entirely different meanings as well as prog- 
nosis. 
Congenital dislocation of the hip was 
chosen as the subject of this paper, but this 
is an appeal to find the early malformed hip 
while it is still dysplastic rather than to 
wait until a dislocation has actually occur- 
red, and the head of the femur is outside the 
true acetabulum. 


Incidence 


In the beginning, I want to say a word 
or two about the incidence. Congenital dis- 
located hips and their complications make 
up about two per cent of an Orthopedic 
practice. They occur in about two to three 
children per 1000 births. If this is too many 
children to examine to find a dysplastic hip, 
since 85 per cent of them occur in females, 
at least suspect all females and cut the 
work in half. The incidence is very rare in 
Negroes. Don’t just limit the examination 
to female Indians, where the incidence is the 
highest. 

I would like to approach this problem 
through the back door and begin with the 
complications of late treatment to show the 
advantages of early recognition and care. 

Late in life a dislocated hip that has 
otherwise been tolerable and fairly useful 
becomes so painful that surgical treatment 
is demanded. This treatment could be one 
of the newer prosthetic heads in a surgically 
formed acetabulum or perhaps, in cases of 
unilateral dislocation of the hip, fusion 
would be the procedure of choice. In both 
cases, the surgery is long, the time lost from 
work and the cost. of hospitalization must 
be considered. Especially in the prosthesis 
the end result is frequently disappointing. 
Prcesthetic heads attracted a great deal of 
favorable comment, but they are still in the 


* Presente!l at annual meeting of D strict One Medical As- 
sociation of Texas, Feb. 12, 1954, at Pecos, Texas. 


experimental stage. The exhibits are loaded 
with new and different heads. New instru- 
ments are inviting. So many techniques are 
being devised that we must conclude there 
is no good one yet. 

If surgical intervention is demanded at 
an earlier age, some form of changing the 
weight bearing angle of the femur is fre- 
quently used. The shaft is placed under the 
pelvis where it gives more support as in 
the Shantz Osteotomy. This treatment gives 
a great deal of improvement to the weight 
bearing function of the lower extremity, but 
it is not without its failures. It also requires 
long loss of time and hospitalization. This 
is a good operation but time consuming and 
exacting. 


Shelving Operation 


Still earlier in the eight to fifteen age group 
the surgical treatment of choice is the at- 
tempt to reduce the dislocation by skeletal 
traction followed by the surgical shelf to 
deepen the acetabulum. This is the “shelv- 
ing operation.” This operation has met with 
a great deal of success, but it too, is not 
without its failures: because of the failure of 
the shelf to hold the head in the weight bear- 
ing line of the pelvis. Re-dislocations com- 
plicate the shelf unless derotation osteotomy 
is done to correct the excess anteversion. 
Again the long hospitalization is mandatory. 

From infancy to eight years. with little 
to no acetabulum visible on the X-ray study, 
a capsuloplasty as devised. by Colonna is 
sometime the operation of choice. This type 
of surgery reams out an acetabulum and 
places the dislocated femoral head, with the 
capsule into the formed acetabulum. The 
surgical technique is difficult and end re- 
sults depend upon exacting technique and 
after treatment. The indications are exact- 
ing and narrow. 

There are other indications in this age 
group including the “traction, adductor ten- 
otomy and closed reduction procedure.” 

In still younger group beginning about 
one year of age closed reduction under ge- 
neral anesthetic and application of a frog 
leg cast with the hips abducted 90 degrees 
and flexed 90 degrees and knees at 90 de- 
grees is frequently the treatment of choice 
and has a great advantage over the open 
reductions above. However, the late final 


results, considering the re-dislocation, the 
aseptic necrosis and the degenerative ar- 
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thritic changes, leave many of these children 
with only a fair to poor functioning hip. 
Complete anesthetic is required. No force 
should be used to avoid the complication of 
aseptic necrosis. If force must be used, 
open reduction is to be preferred. 

By now we must realize that surgical re- 
duction is second choice of Orthopedic Sur- 
gery. All these operations have their as- 
sociated complications and ensuing mediocre 
results in many cases. 


Early Recognition 


There is no doubt in the minds of those 
who treat many Congenital Dislocated Hips 
that the best physiological results follow if 
there is early recognition in the pre-walking 
stage, with early treatment by closed re- 
duction. I would like to especially emphasize 
the fact that more hips are partially dislocat- 
ed than completely dislocated. These are the 
so called “subluxated” hips. These can be 
easily recognized by the inability to pas- 
sively abduct the flexed hip. This procedure 
will be described. The treatment at this 
stage is extremely simple and can be ac- 
complished with a Frijka pillow or meiallic 
splint without anesthetic or manipulation. 
The abducted position is all the help that 
nature needs to allow deepening of the acet- 
abulum. 

This simple abduction takes care of 90 
per cent of the hips that have early treat- 
ment due to the early recognition. The other 
10 per cent are the hips that are in com- 
bination with other gross anomalies such as: 
Malformation of the Vertebrae or Menin- 
goceles. Arthrogryposis frequently has com- 
plicated a dislocated hip. These anomalies 
are self evident at birth, or soon after, and 
it is not upon this small group that we wish 
to place stress, but upon the larger 90 per 
cent group that get good results, when not 
overlooked. If we are to get’ good results, 
we must find these hips before walking age, 
preferably in the earlier months of life and 
begin treatment when the condition is found. 


Clinical Findings 


The time of the first examination is of 
course at birth. At this time many of the 
dislocated hips in the group associated with 
other gross anomalies will be found. At the 
six weeks, three months and six months, 
“check-up” examinations the possibility of 
a poorly formed hip must be kept in mind 
if these hips are to have early recognition 
and treatment. Our Southwest climate seems 
to have some effect; so we should be more 
alert here. Families with previously known 
congenital dislocations should be more prone 
to future dislocations. 


SOUTHWESTERN MEDICINE 


Page 457 


After suspecting dislocation : 

Examine the non-crying child who is in a 
warm recom with good lights. The late Ver- 
non J. Hart described 13 signs. These may 
be summarized as follows: 


1. Place the child on his back on a flat 
table with the knees and hips flexed. Look 
for apparent shortening of one extremity by 
sighting over the knees, observe the creases 
in the groin, labia, adductor folds and but- 
tocks. See if the creases are asymmetrical, 
increased in depth or placed more toward 
the child’s head. Remember that the ap- 
parent shortening is much to be stressed as 
creases are superficial. If both hips are dis- 
located or dysplastic the test does not help 
but will be found later. 


2. Note the attitude of the extremities. 
Are they rotated symmetrically or is one 
more in outward rotation with increased 
flexion at the thigh and abducted? 


3. With the thumbs on the medial side 
of the child’s knees and the fingers extend- 
ing down the thighs, abduct the thighs 
toward the table while medial pressure is 
on the trochanter. Note the amount of ab- 
ductor contracture and feel for a jerk or 
click as the head enters the acetabulum. 
Both thighs should abduct within 15 degrees 
of the table top. The one that does not ab- 
duct is the offender. 


4. Turn the child on his abdomen. Again 
observe the gluteal, popliteal and ankle 
creases for asymmetry, increase in depth 
and for creases placed more toward the 
baby’s head. 

5. Look for an increase in the promi- 
nence of the lateral aspect of the hip. 


6. Feel for the head. 


7. Note the absence of pain, inflamma- 
tion and muscle spasm. 


It is beyond the scope of this paper to 
describe the X-ray diagnosis in detail includ- 
ing the measurement of anteversion. Most 
of you will want to take at least an AP view 
of the pelvis and I want to give the word 
of caution to place the child on his back with 
the legs together, the hips extended and the 
patellae forward. The tube must be centered 
over the symphisis pubis. External or in- 
ternal rotation must not be tolerated. 

Shenton’s line is another criteria to ob- 
serve. It is an imaginary curve continued 
from the inferior surface of the neck of the 
femur to the superior ramus of the pubis. 
This curve, if disturbed, is presumptive of 
subluxation of the hip. In reading these 
X-rays remember that in infants the femoral 
head is cartilaginous and must be filled in, 
either with pencil or imagination. 

(Continued on Page 462) 
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PROCEEDINGS OF THE NEW ENGLAND CARDIOVASCULAR SOCIETY* 


Surgical Closure of Atrial Septal Defect: 
Physiological Considerations 


By WALTER T. GOODALE, M. D., ROGER B. HICKLER, M. D., AND ALEXANDER S. NADAS, M. D., 
THE CHILDREN’S MEDICAL CENTER, BOSTON 


Patients disabled by primary atrial septal 
defects, who show low pulmonary vascular 
pressures and large left-to-right shunts, are 
accepted as candidates for surgical closure 
of the defect. Cardiac catheterization has 
shown that where the shunt is more than 10 
liters per square meter of body surface, or 
where the ratio of pulmonary artery flow 
to aortic flow is more than 3 to 1, the left 
and right atrial pressures are nearly iden- 
tical with no more than 1 mm. pressure dif- 
ferential. The atrial hemodynamics thus 
approach those of a common atrial chamber 
with some venous blood passing into the left 
ventricle because of sheer mixing, to produce 
slight arterial oxygen unsaturation. 


Atrial Septal Defects 


Dow and Maloney! showed that creating 
atrial septal defects in dogs actually abolish- 
es the 4-5 mm. pressure gradient normally 
existing between left and right atria with 
septum intact. The huge shunts observed in 
these cases thus cannot be related either to 
pressure differential across the defect? or 
gravitational factors involving the slight 
differences in position of the two atria,’ for 
the larger the shunt the more infinitesimal 
the interatrial pressure gradient. The 
amount of shunt in these cases is actually 
determined by the pressure-volume filling 
and emptying characteristics of the two 
ventricles. Ventricular filling resistance is 
determined by the resistance to ventricular 
ejection, which in turn is governed by the 
total resistance to blood flow through the 
pulmonary circulation for the right ventricle, 
and the systemic circulation for the left ven- 
tricle. The left and right ventricles develop 
adaptive anatomical differences related to 
the marked difference in pressure work re- 
quired of them.* 


Left Ventricle 


The left ventricle develops as a thicker 
wall with less distensibility and less volume 
at a given pressure than the right ventricle, 
related to the fact that total systemic resist- 
ance and mean pressure is normally five to 


*These condensed reports printed by permission of The New 
England Cardiovascular Society. 


six times that of the pulmonary circuit. 
The hypertrophic left ventricular muscle 
even “embraces” the mitral valve, producing 
a smaller ventricular inflow orifice than is 
offered by the tricuspid valve.‘ Thus, when 
the ventricles fill from a functionally com- 
mon pressure chamber caused by a large 
atrial septal defect, these anatomical dif- 
ferences become physiologically apparent as 
unequal volumes of filling and empyting.! 
Stroke volume from the readily distensible 
right ventricle into the low pressure pulmon- 
ary circuit may be as much as five times the 
simultaneous left ventricular stroke volume 
against the relatively high peripheral resis- 
tance, with virtually identical filling pres- 
sures in the intercommunicating atrial 
chambers. 


Left-to-Right Shunts 


In such cases with large left-to-right 
shunts, the aorta is usually hypoplastic and 
the pulse pressure, systolic blood pressure, 
and systemic blood pressure often critically 
reduced. As a result, these patients are 
often underdeveloped with symptoms refer- 
able to a reduced total systemic blood flow. 
Thus, congestive failure is common, probably 
potentiated by reduced coronary blood flow, 
impaired renal clearance of salt and water, 
and increased oxygen demands of the over- 
worked right ventricle. 


Patients with atrial septal defect as- 
sociated with pulmonary vascular hyperten- 
sion cannot develop large left-to-right shunts 
because of an associated obstruction to blood 
flow through the lungs; the atrial shunt 
here is usually bidirectional. Increased resis- 
tance is probably due to varying degrees of 
the following abnormalities found at post 
mortem: 1) Persistence or reappearance of 
the medial muscular hypertrophy which is 
seen normally in fetal pulmonary arterioles; 
2) Diffuse obstructive pulmonary vascular 
disease; and 3) Multiple thromboses scat- 
tered throughout small pulmonary vessels. 
Pulmonary arterial pressure frequently ap- 
proaches systemic arterial pressure, produc- 
ing increasing bidirectional mixing and 
shunting in the intercommunicating atrial 
chambers. Occasionally pulmonary resis- 
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tance may actually exceed systemic resis- 
tance, producing a complete reversal of 
shunt and right ventricular failure. 


Pulmonary Hypertension 


The causes of pulmonary hypertension in 
patients with atrial septal defect are un- 
known. There is no good correlation between 
the incidence of pulmonary vascular disease 
and the size or duration of the atrial defect 
or shunt. Many of the patients with pulmo- 
nary vascular obstruction are in the younger 
age group and may possibly have carried 
this associated pulmonary lesion even from 
birth. No one has ever documented a case 
that progressed from normal pulmonary 
pressure to pulmonary hypertension. There 
is thus no good evidence favoring surgical 
closure of an atrial septal defect to prevent 
subsequent possible pulmonary vascular dis- 
ease, at least until the operative mortality 
has been minimized and the natural history 
of the large shunt cases clarified. 


Surgical Closure 


Once pulmonary vascular disease has al- 
ready developed, the rationale for surgical 
closure is even less definite. One must pre- 
suppose that elimination of a small, usually 
bidirectional shunt could somehow lead to a 
reversal of the progressive and usually fatal 
pulmonary vascular disease. Meanwhile 
operative mortality in this group is ap- 
parently discouragingly high, since many 


of them are severely disabled and probably 
already have pulmonary intravascular 
thromboses. Some of these cases may actually 
represent primary pulmonary vascular dis- 
ease with a right-to-left shunt through a 
patent foramen ovale reopened by elevated 
right atrial pressure. Small shunts, and in 
fact some large ones, appear to be not in- 
compatible with a normal life span and ac- 
tivity. Atrial septal defects secondary to 
marked pulmonic, tricuspid, or mitral valve 
obstruction or atresia should not be closed 
primarily, since they partially compensate 
for the primary lesion. 


Four Cases 


Four cases studied before and after closure 
of their atrial septal defects showed the fol- 
lowing significant changes: (See Table) 


1) Elimination or marked reduction in 
the left-to-right shunt. 


2) Marked lowering of right ventricular 
work. 


3) Reduced right atrial filling pressure. 


4) Definite increase in systemic stroke 
work, although total systemic work 
was not increased in all cases due to 
contrary changes in pulse rate. 


In summary, closure of an atrial septal 
defect is being recommended in patients 
disabled by a large left-to-right shunt with 
a low pulmonary vascular resistance. 


EFFECT OF SURGICAL CLOSURE OF ATRIAL SEPTAL DEFECTS 


Left-to-Right Right Ventricular Right Auricular Left Ventricular Left Ventricular 
Shunt Index Work Index Pressure Work Index Stroke Work 
L/m2/min. KgM/m2/min. mm. Hg. KgM/m2/min. Gm.M/m2/min. 
Patient preop. postop. pre. post. pre. post. pre. post. pre. post. 
G.S. 8.6 0.75 39° «#414 10 4 38 8.6 44 82 
G.C. 14.7 44 88 19 11 3 2.3 3.0 22 30 
S. W. 11.4 0 29° a2 5 3 6.3 6.1 50 77 
D.S. 20.6 08 6.1 1.0 5 2 59 45 43 59 


MYASTHENIA GRAVIS 
Orthopedic Aspects of Myasthenia Gravis 


Am. Acad. Orthopedic Surgeons Invest. 
Course Lectures. Vol. IV, 1952, 
J. W. Edwards, Ann Arbor, Mich. 


Myasthenia gravis is not a rare condition 
and in its mild form is frequently diagnosed 
as “nervous fatigue” or neurasthenia. Ab- 
normal fatigue of voluntary muscles charac- 
terizes the myasthenic. The extraocular, lid 


and facial muscles are first involved, giving 
the patient a sleepy-eyed, sad expression. 
Diagnosis is made by giving 15 mg. neostig- 
mine bromide orally three times daily with 
meals. If such therapy increases muscle 
strength the patient is probably suffering 
from myasthenia gravis. Response and toler- 
ance to neostigmine are proportional to the 
degree of myasthenia. Side effects produced 
by neostigmine may be overcome by oral 
administration of atropine. 

Clinical Clippings, January, 1953. 
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Surgical Closure of Atrial Septal Defects: 
Operative Technique 


By ELTON WATKINS, JR., M. D., 
THE CHILDREN’S MEDICAL CENTER, BOSTON 


The operative technique entails the use 
of a funnel-shaped rubber bag, open at each 
end, which is sutured to the side of the right 
atrium. With such an appliance in position, 
the side of the right atrium can be opened 
widely with suitable retractors. Blood rises 
within the rubber cylinder to the level of 
atrial pressure as the heart continues to 
maintain circulation in a satisfactory man- 
ner. 

Experimentation 


Considerable animal experimentation has 
demonstrated that required circulatory 
adaptations are slight during such opening 
of the side of the heart, and that consequent- 
ly a number of different types or septal de- 
fect suturing and grafting procedures may 
be executed deliberately by feel beneath the 
surface of the blood pool contained in the 
rubber appliance. The versatility and ac- 
curacy afforded by such a technique is im- 
portant since our experience in humans 
indicates that each patient presents varying 
properties of septal defect size and location. 
Consequently each patient is a unique sur- 
gical problem requiring different methods 
of defect closure, either by direct suturing 
or by suture fixation of onlay grafts, or even 
requiring combinations of such methods 
for expeditious closure of the malformation. 
We prefer to clcse small defects by simple 
suture coaptation of the defect edges and 
to treat larger defects (in which there is 
any doubt as to the possible success of suture 
coaptation) by suture fixation of discs of 
pliable polyethylene film to obliterate the 
septal orifice. In experimental animals such 
areas of closure have been rapidly covered 
by firm thrombus and new endothelium 
without demonstrable embolization. 


Deaths 


Deaths in the small human series have 
been the result of the following factors: 
(a) application of plastic screw-on but- 
tons to occlude defects with an incomplete 
margin of septal tissue, (these insecurely- 
placed buttons migrated out of position) ; 
(b) closure of defects in patients with 
severe pulmonary hypertension, pre-exist- 
ing pacemaker abnormality, pulmonary ve- 
nous transposition, or mitral valve deformi- 


ty associated with low-lying septal defect. 
Regardless of the type of defect and as- 
sociated conditions encountered, the actual 
attachment of the rubber well to the heart, 
and the opening of the heart for a period of 
time long enough to permit execution of 
defect closure, has been satisfactorily tol- 
erated by every patient. In one instance, 
opening the heart was well tolerated for over 
two hours. 
Four Children 

In each of four children presenting un- 
complicated interatrial defects high or cen- 
tral in the septum, recovery has been un- 
eventful after the defect was closed by suture 
coaptation or by suture fixation of a poly- 
ethylene disc. In these patients there has 
been a transient period of fluid retention 
and oliguria during the first 4 to 6 days 
after operation. The cause of this syndrome 
is obscure. Congestion has been controlled 
by careful measurements of intake and out- 
put, and limitation of fluid intake to just 
compensate for measured and estimated 
insensible loss. Following this period of ad- 
justment, exercise tolerance and growth 
rate have increased. 


Indications for Splenectomy 
(Continued from Page 450) 

Early ambulation is important in these pa- 
tients to prevent phlebitis and also to prevent 
pulmonary complications. Thromo-phlebitis 
is considered by some to be commoner after 
splenectomy and therefore it must be watched 
for very carefully. 


Conclusions 


Early splenectomy is indicated in trauma 
to the spleen. Splenectomy for hematologic 
disorders, however, should be done only after 
careful and thorough evaluation of the pa- 
tient. 
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Nine cases of intracardiac left-to-right 
shunt with moderate pulmonic stenosis were 
encountered during the course of selection 
of patients for surgical treatment by means 
of cardiac catheterization. 

The six cases of atrial septal defect and 
pulmonic stenosis showed cardiomegaly, a 
soft, normally split second pulmonic sound, 
a loud systolic murmur with thrill in the 
pulmonic area, and a mid-diastolic murmur 
at the apex. 


Two Cases 


The two cases of ventricular septal defect 
and one of atrioventricularis communis, in 
association with pulmonic stenosis, showed 
cardiomegaly, a soft or normal second pul- 
monic sound, a loud systolic murmur with 
thrill along the upper and lower left sternal 
border, and a mid-diastolic apical murmur. 

The electrocardiogram uniformly showed’ 
incomplete right bundle branch block with 
right ventricular hypertrophy; and radio- 


A detailed evaluation of kidney function 
was carried out in a 1 6/12 year female with 
congestive heart failure from idiopathic in- 
terstitial myocarditis. Particular emphasis 
was placed upon renal hemodynamics and 
reabsortion of sodium. 

Changes in renal function were observed 
to be characteristic of congestive heart 
failure. Glomerular filtration rate and renal 
plasma flow were both reduced, but with 
relatively greater decrease in the latter and 
therefore the filtration fraction was marked- 
ly elevated. Effective tubule plasma flow 
was reduced Hemodynamic calculations re- 
vealed a marked increase of all intrarenal 
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Intracardiac Left-to-Right Shunt With 
Moderate Pulmonic Stenosis 


By ABRAHAM M. RUDOLPH, M.D., ALEXANDER S. NADAS, M.D., AND WALTER T. GOODALE, M.D., 
THE CHILDREN’S MEDICAL CENTER, BOSTON 


logical examination revealed moderate to 
marked cardiomegaly with pulmonary vas- 
cular engorgement. 

Studies by means of cardiac catheterization 
revealed significant left-to-right shunts in 
all instances, with lesser degrees of right- 
to-left shunt in three cases with atrial septal 
defect. Associated pulmonic stenosis of mo- 
derate degree was also found, with systolic 
gradients across the pulmonic valve of 15-60 
mm. of mercury. 


Close Relationship 


A fairly close relationship could be de- 
monstrated between the estimated pulmon- 
ary valve size, the pulmonary valve resis- 
tance, the right ventricular pressure, and 
the left-to-right shunt. The smaller the valve 
size and larger the resistance, the higher 
was the right ventricular pressure and 
smaller the left-to-right shunt. 


Surgical intervention on the pulmonic 
stenosis does not seem to be justified in view 
of the mildness of the stenosis; but closure 
of the auricular defect may be advisable. 


Kidney Function in Congestive Heart Failure 


By JACK METCOFF, M. D., 
THE CHILDREN’S MEDICAL CENTER, BOSTON 


resistances (160-550% of normal). The cal- 
culated renal venular resistance was in- 
creased least. Studies of the excretion of 
an intravenously infused sodium load indi- 
cated that the principal factor impeding 
prompt excretion of this sort of load was 
diffusion into the expanded extracellular 
fluid, not increased reabsorption of filtered 
sodium, during the period of observation. 
These observations were discussed in re- 
lation to current concepts of edema in con- 
gestive failure. The data were used to in- 
dicate the complexity of the problem and 
the inadequacy of current hypotheses to ac- 
count for the role of the kidney in this sort 
of edema. 
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Conference on Recent Advances in Medicine 


to be Held in Phoenix 


Southwestern physicians are being invited 
to attend the first annual series of lectures 
entitled the “Maricopa County Conference 
on Recent Advances in Medicine” it has been 
annonuced by Donald A. Polson, M. D., presi- 
dent of the Maricopa County Medical So- 
ciety of Arizona. The initial conference will 
be held at the Arizona-Biltmore Hotel in 
Phoenix on November 3 and 4, 1954. 


In issuing the invitation through the pres- 
ident of each County Society Doctor Polson 
said “we feel that attendance by physicians 
from adjacent County Societies in our neigh- 
bor states will make the conference of con- 
siderable importance in maintaining the 
caliber of medical standards in this area of 
the country.” 


“Physicians from New Mexico, West Texas, 
Arizona, San Diego and Sonora, Mexico, are 
being invited. We are expecting an excellent 
representation from the Southwest and Paci- 
fic areas.” 


Authorities in their field presenting papers 
at the meeting will be Paul Starr, M. D., of 
Los Angeles; George C. Griffith, M. D., of 
Pasadena; Marcus Krupp, M. D., of Palo 
Alto and Gordon Meiklejohn, M. D., of Den- 
ver. Doctor Starr is Clinical Professor of 
Medicine at the University of Southern Cali- 
fornia. He will speak on “Recent Advances 
in Endocrine and Metabolic Diseases.” 

Doctor Griffith is Professor of Medicine 
Coordinator of Cardiovascular Diseases at 
the University of Southern California. His 
subject will be “Recent Advances in Heart 
Diseases.” Doctor Krupp, Director of Labora- 
tory Medicine at the Palo Alto Clinic will 
speak on “Recent Advances in Liver and 
Kidney Function Tests.” Doctor Meiklejohn 
is Professor of Medicine at the University 
of Colorado. He will present “Recent Ad- 
vances in Virus Disease.” 


General Discussion will follow each lecture. 


Doctor Robert A. Price, Chairman of the 
Educational Committee, Arizona Academy of 
General Practice, has announced that the 
Conference has been approved for formal 
Post Graduate training. Members of the 
Arizona Academy of General Practice will 
be allowed credit for each hour of atten- 
dance. 

The registration fee will be $10 for each 
participant. The Arizona-Biltmore, offering 
every resort facility, is making a special 
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rate for conference guests of $22.50 per 
person, American plan. Any inquiries about 
the conference should be addressed to James 
Barger, M. D., Maricopa County Medical 
Society, 2025 N. Central Avenue, Phoenix. 


Early Diagnosis and Treatment... 
(Continued from Page 457) 

If a lateral film is to be made, and it is 

necessary for satisfactory evaluation, the 

usual technique is not adequate. To estimate 


the amount of anteversion the film should ! 
be made on a “lateral” frame. This holds — 


the child in a semi-sitting reclining position 
with the back 30 degrees from the table top. 
The leg is abducted 30 degrees at the hip 
with the knees pointing to the ceiling. The 
frontal plane of the knee is parallel with the 
table top. The unaffected extremity is flexed 
and abducted to allow the X-ray tube to point 
to the groin. The casette is placed so that 
the central ray intersects the center of the 
plate and is perpendicular to it. The film 
must be large enough to include the entire 
ileum. 
Treatment 

The treatment is aimed at. placing the 
femoral head, whether boney or cartilagi- 
nous, into the true acetabulum and maintain- 
ing the normal pressure so that a normal 
acetabulum develops. This may be ac- 
complished very early with a Frijka pillow 
or abduction bar. Later abduction and casts 
are required followed by the use of pillows 
and bars. 

Risser makes the point that diet and 
general supportive measures are also im- 
portant so that all factors for the well being 
of the child should be considered. 

The solution to the problem of congenital 
dislocated hips is still in the hands of the 
obstetrician, pediatrition and general prac- 


titioner. Let’s find these hips early. 


INSTRUMENTS 
Unsticking Syringes 
Observed In Lancet 2:885, 1952 
Adherent plungers can readily be removed 
from syringes by utilizing a double-socketed 
adaptor made from two hypodermic needles. 
The bevel of one needle is filed off and the 
end soldered to the head of another needle 
from which the shaft has been removed. The 
stuck plunger can be freed by forcing fluid 
into the syringe through the adaptor from 


another syringe. 
Clinical Clippings, January, 1953. 


